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OMB NO: 

State: ARIZONA 

i 

Citation 

1902(a)(10)(A)(ii)(XV)of 20. Individualsage18-20who: 
a. jurisdiction of theDepartmentthe Act Were under the Arizona of 

Economic SECURITY/DIVISION of Children,Youth and 
FAMILIES/ADMINISTRATION for Children,Youth and Families 
(DESIDCYFIACYF) on the 18thindividual’sbirthday. 

means“Under the jurisdiction” that the individual was 
adjudicated dependent by the Juvenile Court or was under a 
voluntary agreement. The fact that the individual was residing 
in a foster care setting on the individual’s 18th birthday does 
not NECESSARILY INDICATE [hat THE INDIVIDUAL \\ ;15 UNDER THE 
jurisdiction of theDES/DCYF/ACYF. 

EligibleindividualscouldhavebeenTitle IVE or non-IVE 
eligible. Medicaid coveragefortheseindividualsmaybe 
applied for at any time priorto age 2 1 .  

b. Have income under 200percent FPL, afterapplying all 
appropriate earned incomedisregardswith no timelimits. 
The following earned income disregards apply: 
0 A $90 cost of employment; 
0 $30 and 1/3 for recipients;and 
0 Dependent care deductions will be allowed as billed not to 

exceed the Title IV-A standard that was in place as ofJuly, 
1996. 

No resource test is required. 


